           Name: ___________________
Reason for today’s visit:_____________________________________________________________________

 Former Dentist: ____________________Date of last dental exam: _________Last dental hygiene: ________

              Please Mark “YES” or “NO” to indicate if you have had any of the following:

Y  N  Bad breath

Y  N  Bleeding gums

Y  N  Blisters on lips or mouth

Y  N  Broken fillings

Y  N  Burning sensation

Y  N  Cigarette, pipe, or cigar smoking

      Packs/day____Years smoked___
Y   N  Dental Treatment Anxiety:

         Mild    Moderate    Severe

Y  N  Dry mouth

Y  N  Food collection between teeth

Y  N  Grinding teeth

Y  N  Gums swollen or tender 

Y  N  Clicking or popping jaw

Y  N  Jaw pain or tiredness

Y  N  Latex allergy

Y  N  Lip or cheek biting

Y  N  Loose teeth 

Y  N  Orthodontic treatment

Y  N  Pain on brushing

Y  N  Pain around ear

Y  N  Periodontal surgery

Y  N  Sensitivity to hot/cold/sweets

Y  N  Sensitivity on biting

Y  N  Sores/Growths in your mouth

How often do you floss?________
How often do you brush?_______
( ( ( ( ( ( ( 
Physician’s Name______________________Phone Number_______________Date of Last Visit__________

              Please  mark “YES” or “NO” to indicate if you have had any of the following:

Y   N  Abnormal bleeding  

Y   N   AIDS

Y   N  Anemia 

Y   N  Arthritis, Rheumatism

Y   N  Anxiety

Y   N  Artificial Heart Valves

Y   N  Artificial Joints

Y   N  Asthma

Y   N  Back Problems

Y   N  Blood Transfusion

Y   N  Cancer

Y   N  Chemical Dependency

Y   N  Chemotherapy

Y   N  Circulatory Problems

Y   N  Congenital Heart Lesions

Y   N  Cortisone Treatments

Y   N  Cough, persistent or bloody

Y   N  Diabetes (Type____)

Y   N  Emphysema

Y   N  Epilepsy / Seizures

Y   N  Fainting or Dizziness

           Y   N  Glaucoma

Y   N   Headaches

Y   N  Heart Murmur

Y   N  Heart Problems

Y   N  Hemophilia

Y   N  Hepatitis (Type____)

Y   N  High Blood Pressure

Y   N  HIV Positive

Y   N  Kidney Disease

Y   N  Liver Problems

Y   N  Low Blood Pressure

Y   N  Mitral Valve Prolapse

Y   N  Pacemaker

Y   N  Fen-Phen Medication

Y   N  Radiation Treatment

Y   N  Respiratory Disease

Y   N  Rheumatic Fever

Y   N  Scarlet Fever

Y   N  Shortness of Breath

Y   N  Sinus Trouble

Y   N  Stroke

  Y   N  Swelling of Feet or Ankles

  Y   N  Swollen Neck Glands

  Y   N  Thyroid Problems

  Y   N  Tuberculosis

  Y   N  Tumor/ Growth 

  Y   N  Ulcers

  Y   N  Venereal Disease

  Major Operations: ____________

  ___________________________
  Other: (Please explain)

Women:

Y   N  Are you pregnant?

Y   N  Are you nursing?

Y   N  Currently on Birth Control Pills? 

Y   N  Are you past Menopause?

Y   N  Hormone Replacement?

                   Medications you are currently taking:  (Please list all prescription and non-prescription drugs)

___________________________________________________________________________________________________________________________________________________________________________________________________

                   Allergies:  Are you allergic to any prescription or non-prescription medicine?   Y     N

                   Please list your allergies here: ___________________________________________________________

                    ______________________________________________________________________________________
                    Pharmacy Name and Location:  _________________________________     Phone:  ________________

SIGNATURE__________________________________
DATE______________
















